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Abstract 
 
Depression in parents is associated with elevated offspring internalising problems (Connell & 
Goodman, 2002). Parents who suffer from a chronic medical condition (CMC) are at high risk 
of developing depression, and children with a chronically ill parent are at an increased risk of 
health, social and emotional problems in comparison to children with two healthy parents 
(intact families) (Sieh, 2012). This study aims to examine the multiple factors contributing to 
internalising problems in the vulnerable adolescents of these families, in terms of both 
adolescent and parent gender, parental depression and parental illness. This study comprised 
of 86 chronically ill (target) families, with 131 adolescents and 172 parents where one had a 
diagnosed CMC, and 67 intact families with 112 adolescents and 134 healthy parents. 
Adolescents were 51.5% female with an age range of 10 to 20 years (M = 14.55). When 
examining adolescent internalising scores using the YSR (Achenbach, 1991) and parental 
depression scores using the BDI (Beck et al., 1961), adolescents with a depressed parent scored 
significantly higher than adolescents with no depressed parents, regardless of parent gender. It 
was also observed that adolescents with depressed fathers showed significantly higher 
internalising scores than adolescents with no depressed parents, while adolescents with 
depressed mothers did not. In conclusion, parental mental/physical illness effects the entire 
family, professionals should be aware of this and incorporate children of ill parents into more 
holistic family treatment approaches.  
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Introduction 
Growing up with a depressed parent can have a significant impression on adolescent 
psychosocial functioning (Mechling, 2016). Having a depressed parent can disrupt parent-child 
relationships and lead to feelings of rejection and despair, and the influence of these feelings 
can last into adulthood (Mechling, 2016). Adolescence, the period when a child transitions into 
adulthood, is a period of many changes and where individuals learn to solidify their identity 
with regards to decision-making, independence, emotional bonding and regulation, and both 
physical and emotional intimacy (Mechling, 2016). Depression in both mothers and fathers is 
seen to effect psychopathological outcomes in children, and is associated with elevated 
offspring internalising problems (Connell & Goodman, 2002). Mothers and fathers take on 
different roles in their children’s development, and therefore when this role is disrupted it can 
impact the child in different ways (Narayanan, & Nærde, 2016). Gender is central to an 
individual’s identity, and perception of gender roles are heavily influenced by observing 
parental behaviours (Weinraub et al., 1984). A meta-analysis by Connell and Goodman (2002) 
emphasised the need for future studies concerning the effect of parental psychopathology on 
offspring to recognise and address the effect of moderators such as the gender of both the child 
and parent. One example of a family type at greater risk for parental depression is families 
where a parent is suffering from a chronic medical condition (CMC) as diagnosis itself can 
result in increased depression scores in both the ill and healthy parent (Sieh, 2012).  Parental 
CMC can also have a significant role on child functioning as it can disrupt the parental role 
and also increase the risk for social and emotional problems in comparison to children with 
two healthy parents (intact families) (Armistead, Klein, & Forehand 1995; Sieh, 2012). 
In family systems therapy, the parental unit is seen as the core family dyad from which 
acceptable interactions and emotional expressions are transmitted from one generation to the 
next (Kerr & Bowen, 1988). Bandura’s (1977) social learning theory states that children are 
influenced more heavily by role-models of greater likeness to themselves. From this theory it 
may be postulated that parents are of greater influence to children of their own gender. Social 
learning theory also suggests that children engage in vicarious learning of reinforcing and 
punishing behaviours from their parents (VanLear, 1992). While this should mean that children 
are more likely to replicate only the positive behaviours of their parents, it is evident that 
maladaptive and dysfunctional behaviours are also learned, including (but not limited to) issues 
of emotional internalisation (Stratton, 2007). Internalising problems are defined as negative 
behaviours with an inward focus (Steeger et al., 2017). 
Hops (1992) proposed that children are more influenced by parents of the same gender 
who are seen to show depressive symptoms, indicating that maternal and paternal depression 
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may show stronger correlation with internalising problems in children of the same gender. This 
study focuses on the difference in the parental influence in four distinct parent-child dyads: 
mother-daughter, father-son (i.e. same-sex dyads) and mother-son, father-daughter (i.e. 
opposite sex dyads). A core belief in this field states that children imitate the behaviours of the 
parent of the same sex, emphasising the importance of the same-sex dyads (Stratton, 2007). In 
a study of current depression, Eberhart, Shih, Hammen, and Brennan (2006) noted that 
adolescent female depression had no link to paternal depression, while adolescent males were 
more likely to be depressed if their father was currently depressed, or had a history of 
depression. In terms of epidemiology, adolescent females consistently show higher levels of 
depression than males in both severity and episode length (Hankin, Mermelstein, & Roesch, 
2007); this disparity in gender is persistent throughout the lifetime (Eaton et al., 1997). 
Although there is an immense level of research supporting a greater influence of same-sex 
parents’ depression, few studies have examined the developmental mechanisms responsible for 
the greater risk in females (Peterson, Sargiani, & Kennedy, 1991). 
The majority of studies concerning parental psychopathology and child functioning 
have focused on the role of the mother, and a strong link between the maternal influence and 
internalising problems in adolescents has been observed (Bögels, & Phares, 2008). While 
studies indicate there is a link between paternal influence and externalising problems in 
adolescents, there is little research conducted on the influence of fathers on child internalising 
problems (Bögels, & Phares, 2008). Recent contrasting studies have proposed the influence of 
the father to be more potent in shaping the psychopathological outcomes of the child. Until 
recent years, maternal and paternal roles in the household were seen as completely distinct, the 
mother was seen to be supportive and caring, while the father was seen as the authoritative 
disciplinarian (Paquette, 2004). These roles have now adapted (perhaps largely due to women 
entering the workforce), and now it is customary that caregiving related tasks be shared, 
meaning fathers now play a more active role in their child’s development (Paquette, 2004). 
Fathers and mothers nowadays tend to equally share in emotionally supporting and disciplining 
their children (Hofferth, 2006). Therefore, the present study will investigate equally the 
influence of both the paternal and maternal figures in adolescent psychopathological outcomes. 
Stressful life events during adolescence also increase risk of depressive symptoms 
(Goodyer, Herbert, Tamplin, & Altham, 2000). Adolescents with depressed parents are more 
likely to show depressive symptoms than adolescents of non-depressed parents in reaction to 
stressful life event (Bouma, Ormel, Verhulst, & Oldehinkel, 2008). One major example of a 
stressful life event, that this paper focuses on, is parental diagnosis with a CMC (Morley, Li, 
& Jenkinson, 2016). Brown (2006) defines CMC as a disease state with prolonged symptoms 
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involving one or more organ systems (e.g. heart, brain, lungs) that persists for over three 
months and requires ongoing care. In families, these chronic conditions often effect child 
functioning for protracted periods and even for life (Brown, 2006). Armistead et al. (1995) 
introduced the concept of ‘disrupted parenting’ (a reduction in parental support/nurturing of 
their child) in regards to the impression of parental CMC on children. Disrupted parenting may 
result in reduced disciplinary action, absence, parental depression and marital conflict and can 
be seen as an understated loss of a child-parent relationship in one, or both parents (Armistead 
et al., 1995). Children may also feel extremely frustrated and angry at the sudden irreversible 
change to their family (and their own lives), along with feelings of personal guilt, and shame, 
contributing to higher internalising issues (Lezak, 1988). It is therefore noteworthy for 
practitioners that offspring of parents with a CMC are recognised to be at greater risk of mental 
health issues than children from intact families (Morley et al., 2016; Morley & Jenkinson, 
2012). While many studies focus on the effect of a parental CMC on children, to our knowledge 
there is limited information on how this varies as a function of the parent or child’s gender.  
The present study aims to investigate the influence of parental depression scores and 
both child and parent gender on adolescent internalising problems. The first aim is to determine 
whether there is a link between parental depression and adolescent internalising problems. The 
second aim of the study is to investigate the link between parent and adolescent gender, and 
how this varies as a function of parental illness or depression in influencing the adolescent 
internalising problems, see Figure 1. Families with a parental CMC (target families) and intact 
families will be compared. The hypotheses are: 
(H1) Adolescents with a depressed parent will show higher internalising scores than 
adolescents with no depressed parents, and higher parental depression scores will be related to 
higher adolescent internalising problems in both the target and intact families;  
(H2) Within the target families, higher internalising scores will be seen in adolescents of the 
same gender as the chronically ill parent than those of the adolescents of the opposite gender;  
(H3) Within families with parental depression, higher internalising scores will be seen in 
adolescents of the same gender as the depressed parent than those of the adolescents of the 
opposite gender. 
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Figure 1.  
The potential factors contributing to higher risk of internalising problems in adolescents in the 
present study 
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Methods 
Participants  
The participants consist of a total of 243 adolescents across two family types. The target 
families consisted of 131 adolescents and 172 parents across 86 families where one parent has 
a CMC. The intact families consisted of 112 adolescents and 134 parents across 69 families 
with two healthy parents. The age range of the adolescents was between 10 and 20 years. 
Within the target families, adolescents were 52.63% female with a mean age of 14.56; within 
the intact families, adolescents were 50.39% female with a mean age of 14.57, see Table 1. 
The illness of parents in the target group are outlined in Table 2. Adolescents were categorised 
into the target group if they had two parents, where (only) one was suffering from a CMC for 
over 6 months. Adolescents were categorised into the intact family group if they had two 
parents with no CMC. All participants were recruited in the Netherlands using postings and 
letters in schools, community centres, public libraries and general practitioner’s offices, with 
additional participants for the target group recruited in hospitals and rehabilitation centres. 
Information on the research was also posted on national websites for patient organisations for 
recruiting purposes. Families could participate by contacting the project manager, and once 
their eligibility was confirmed over the phone, information packages and informed consent 
forms were sent to each family. 
 
Measurements 
Adolescent internalising problems. Internalising problems were measured using the 
Youth Self-Report (YSR) by Achenbach (1991) which was filled in by adolescent participants. 
The internalising problem section of the YSR and consists of 31 items (Cronbach’s alpha = 
.88) using a three-point scale (0 = not true; 1 = somewhat/sometimes true; 2 = very/often true).  
Parental depression. The Beck Depression Inventory (BDI) was used to measure 
parental depression in both ill and healthy parents. The self-report scale consists of 21 items 
that cover affect, cognition, behaviours, and somatic signs of depression using a four-point 
scale (0 = I do not feel like a failure to 3 = I feel I am a complete failure as a person), with 
higher scores signifying more depressive symptoms (Beck, Ward, Mendelson, Mock, & 
Erbaugh, 1961). This measure showed good reliability with α = .76 for parents in the target 
families, and α = .71 in the intact families.  
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Table 1. 
Descriptive Statistics for both family types  
    CMC  Intact 
Adolescents (n) 131  112  
 gender (female) 52.63%  50.39%  
 mean age (SD) 14.56 (2.39) 14.57 (2.27) 
 nationality (Dutch) 100%  98.42%  
 mean education level
1 (SD)  6.67 (3.29) 7.32 (3.05) 
 mean class (SD) 3.58 (2.25) 3.88 (2.23) 
 mean internalising problems, raw (SD) 9.24 (8.17) 7.43 (5.09) 
 mean internalising problems T-score2 (SD) 49.23 (11.68) 46.84 (8.37) 
 no depression 103  104  
 sub-clinical depression 12  6  
 clinical depression 16  2  
Parents(n) 172  134  
 mean age (SD) 47.95 (5.38) 47.56 (5.59) 
 mean education level3 (SD) 4.36 (1.39) 4.42 (1.29) 
 mean monthly income4 (SD) 5.3 (1.76) 5.93 (1.67) 
 mean years of marriage (SD) 20.75 (4.71) 20.35 (6.44) 
 mean depression5 (SD) 9.67 (7.66) 4.19 (3.80) 
 no depression 113  123  
 mild depression 35  10  
 moderate depression 13  0  
  severe depression 11   1   
Note. 1Adolescent education level ranges from elementary school (1) to university (12). 
2Adolescent depression scores are converted to T-scores which can be categorised into no 
depression (0-59), sub-clinical depression (60-63) and clinical depression (64-100). 3Parent 
education level ranges from elementary school (1) to university (6). 4Income is categorised into 
8 groups, from less than 1000 (1) to over 4000 (6). 5Depression scores are divided into four 
categories based on BDI scores, not depressed (1-10), mildly depressed (11-17), moderately 
depressed (18-23) and severely depressed (24-42). 
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Table 2. 
Chronic medical conditions and depression in the target families 
    Percentage n 
Chronically Ill Parent  86 
 mothers 62 57 
 depression 50 43 
 multiple sclerosis 28 24 
 rheumatoid arthritis 19 17 
 neuromuscular disease 16 14 
 traumatic brain injury 15 13 
 spinal cord injury 7 6 
 inflammatory bowel disease 6 5 
 Parkinson’s disease 6 5 
 type 1 diabetes (with physical complications)  3 2 
Healthy Spouse  86 
  depression 19 16 
 
Procedure 
The research questions were answered through analysing an existing dataset. Once 
participant eligibility was confirmed and consent had been given, researchers arranged 
appointments for administering the relevant questionnaires in the families’ homes. The 
adolescents who participated could choose between a cinema ticket, gift voucher or phone 
cover as compensation once they had completed the questionnaires. The study was approved 
by the ethical commission of the research institute of Child Development and Education of the 
University of Amsterdam (Sieh, 2012). 
 
Statistical Analysis 
All analyses within this study were conducted using IBM SPSS Statistics (version 22). 
Descriptive statistics and demographic information for both the target and intact families were 
presented. Families were excluded from the analysis if both parents suffered from a CMC, had 
depression or were the same gender. Depressed parents within the intact families were 
eliminated from all analyses due to insufficient numbers to draw significant comparisons, see 
Table 3.  
Hypotheses 1 was tested for by conducting independent sample t-tests using parental 
depression scores obtained from the BDI and adolescent internalising scores obtained from the 
YSR. BDI scores were used to sort parents into depressed vs. non-depressed parental groups, 
and adolescent internalising raw scores were converted to T-scores using the YSR problem 
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scales to define sub-clinical/clinical range. The first t-test in each group analysed the impact 
on internalising scores by comparing adolescents with a depressed parent to those who have 
no depressed parents. The second and third t-tests in each group compared internalising scores 
of adolescents who have a depressed mother or a depressed father to those who have no 
depressed parents. A simple linear regression analysis was then conducted, to determine the 
relationship between the independent variable, parental depression (x) and the dependent 
variable, adolescent internalising problems (y).  
Hypothesis 2 was tested for using two independent sample t-tests, splitting target 
families into two groups: families with maternal illness, and families with a paternal illness. 
Within these groups, gender (independent variable) was used to compare the mean internalising 
problem scores (dependent variable) of the adolescents. The results from each group were 
compared to determine whether a stronger link exists between paternal or maternal illness with 
adolescent internalising problems. An ANOVA was then conducted using dummy scores for 
same-sex (0) and opposite sex (1) dyads, in order to determine whether being the same gender 
as the chronically ill parent has a significant impact on the internalising scores of the 
adolescents.  
Hypothesis 3 was similarly tested for using two independent sample t-tests, splitting 
the families with parental depression into two groups for analysis: families with maternal 
depression, and families with paternal depression. Within these groups, gender (independent 
variable) was used to compare the mean internalising problem scores (dependent variable) of 
the adolescents. The results from each population were compared to determine whether a 
stronger link exists between paternal or maternal depression with adolescent internalising 
problems. An ANOVA was then conducted using dummy scores for same-sex (0) and opposite 
sex (1) dyads, in order to determine whether being the same gender as the depressed parent has 
a significant impact on the internalising scores of the adolescents. Within the target families, 
each dyad was divided into depressed vs. non-depressed parental groups, and independent t-
tests were conducted with the Bonferroni correction to reduce p-value (p = .00). The dyads 
within the target families were then compared to their corresponding dyads in the intact 
families to determine whether the gender matching is consistent throughout the entire 
population. 
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Table 3. 
Mean internalising scores for each individual dyad in both family types 
    Depressed Parents   Non-Depressed Parents 
  Mother  Father  Mother  Father 
    n Mean Internalising SD   n 
Mean 
Internalising SD   n 
Mean 
Internalising SD   n 
Mean 
Internalising SD 
Target Families                
 Daughter 33 50.30 13.20  18 54.78 10.90  34 50.09 11.25  55 48.42 11.63 
 Son 28 49.50 11.87  12 52.42 10.50  32 47.22 12.60  50 47.20 12.23 
Intact Families                
 Daughter 4 50.52 7.50  3 53.33 14.24  56 47.29 8.28  57 47.18 7.85 
  Son 6 43.83 9.07   2 54.50 12.02   46 46.11 8.25   48 45.48 8.08 
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Results 
 
Descriptive Statistics  
Four families were excluded from the analysis, two of which had same-sex parents, one in 
which both parents had a CMC and one in which both parents were depressed. Adolescent 
statistics for both family types did not differ significantly in gender, level of education, or age, 
see Table 1. Although a significant age bracket was examined (10-20), 86.21% of the 
adolescents were between the ages of 12 and 18. The majority of adolescents and parents were 
highly educated. Almost all participants were Dutch or of Western European decent. Using the 
Bonferroni correction, tests showed that adolescents from the target families had significantly 
higher scores than adolescents from intact families in terms of internalising problems (mean 
difference = 2.31, p = 0.01). Bonferroni tests also confirmed that parents from the target 
families had significantly higher depression scores (mean difference 5.45, p = 0.01). Parents 
from target and intact families did not significantly differ in terms of educational level or years 
of marriage. Of the chronically ill parents, 43 had mild to severe depression, and of those who 
were not depressed themselves, 16 had healthy spouses with mild to severe depression. 
 
Hypothesis 1 
Hypothesis 1 was tested for using nine independent t-tests with the Bonferroni 
correction to adjust the p value (p = .00), see Table 4. Within the target families, significantly 
higher internalising scores were observed in the adolescents with a depressed parent (M = 
51.22, SD = 12.01) than the adolescents with no depressed parents (M = 48.17, SD = 11.87); 
t(133) = 1.97, p = .01. Adolescents with a depressed father (M = 53.83, SD = 10.62) also scored 
significantly higher than adolescents with no depressed parents; t(133) = 1.97, p = .01; while 
no significant difference was observed between adolescents with a depressed mother and 
adolescents with no depressed parents. There was so significant difference observed in 
comparing scores of adolescents with a depressed parent or depressed mother to those with no 
depressed parents.  
Both family types were then combined and the overall population was observed. 
Adolescents with a depressed parent (M = 50.89, SD = 11.73) scored significantly higher than 
adolescents with no depressed parents (M = 47.41, SD = 10.01); t(150) = 2.78, p = .01. While 
adolescents with a depressed mother did not show significantly higher scores, higher 
internalising scores were also observed in adolescents with a depressed father (M = 53.83, SD 
= 10.60) in comparison to adolescents with no depressed parents; t(244) = 3.56, p = .00. 
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Using a simple linear regression analysis parental depression and adolescent 
internalising showed a weak positive correlation within the target families (r = .15, α = .05). A 
significant regression equation was found F(1, 259) = 6.34, p < .01, with an R2 of .02. 
Adolescent predicted internalizing problem score is equal to 46.84 + .24 (BDI score) using 
YSR T-scores. Adolescent internalising scores increased .24 for each point a parent scores on 
the BDI. Confidence limits were narrow, with 95% confidence the population slope is between 
.05 and .43. Within the intact families, in testing the relationship between parental depression 
an adolescent internalising scores a non-significant regression equation was found. 
 
Table 4. 
T-test summary comparing adolescent internalising T-scores with or without a depressed 
parent 
    n   n   t df Sig (2-tailed) 
Target families        
 Depressed mother 61 No depressed parents 171  .57 125 .57 
 Depressed father 30 No depressed parents 171  2.49 133 .01 
 Depressed parent 91 No depressed parents 171  1.97 260 .05 
Intact families        
 Depressed parent 14 No depressed parents 207  1.00 219 .32 
Overall population        
 Depressed mother 71 No depressed parents 378  1.19 236 .24 
 Depressed father 35 No depressed parents 378  3.56 244 .00 
  Depressed parent 106 No depressed parents 378   2.78 150 .01 
 
Hypothesis 2 
For hypothesis 2, two independent t-tests were conducted to compare adolescent 
internalising scores in same and opposite-sex dyads within the target families. In both the 
maternal and paternal illness groups, no significant difference in adolescent internalising scores 
was observed between the same and opposite-sex dyad conditions. A one-way ANOVA was 
conducted using all families within the target group, with a dummy variable for same-sex and 
opposite-sex dyads. An analysis of variance showed that the impact of the same-sex or 
opposite-sex dyads on adolescent internalising scores was not significant, F(1, 129) = 1.09, p 
= .30. 
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Hypothesis 3 
For hypothesis 3, no significant difference was seen in comparing internalising scores 
the same and opposite-sex dyads in both the maternal and paternal depression groups in either 
family type. Two one-way ANOVAs were conducted within each family type using only 
adolescents with a depressed parent and dummy variables to denote same or opposite sex dyad. 
Within both the target and intact families, an analysis of variance showed the impact of same 
or opposite-sex dyad was not significant. 
 
Table 5. 
T-Test summary comparing dyads of depressed and non-depressed parents within the target 
families 
  
Depressed 
Parent 
Non-Depressed 
Parent   Independent t-test 
Dyad n n  t df Sig (2-tailed) 
Daughter Mother 33 34    .07 65 .94 
Daughter Father 18 55  2.04 71 .04 
Son Mother 28 32    .72 58 .47 
Son Father 12 50   1.36 60 .18 
 
 
Within the target family group, each dyad was separated into depressed parent and non-
depressed parent groups and compared using independent t-tests, with Bonferroni correction 
to reduce p-value (p = .00). Of these t-tests, significance was found in comparing internalising 
scores of daughters of depressed fathers (M = 54.78, SD = 10.89) to daughters of non-depressed 
fathers (M = 48.42, SD = 11.63); t(71) = 2.04, p = .04. Summary of the independent t-tests 
within the parental CMC group can be seen in Table 5. 
Further analysis of the differences between groups was done by comparing each dyad 
within the target family group to its corresponding dyad with no depressed parents in the intact 
family group, as outlined in Table 6. The Bonferroni correction was used to reduce the 
confidence interval (p = .00). Of the eight independent t-tests conducted, two showed 
significance, both comparing adolescents of depressed fathers (within the target families) to 
adolescents of non-depressed fathers (within the intact families).
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Table 6. 
T-tests summary between target families and non-depressed parental intact family group 
 Target Families   Intact Families   Independent t-test 
  Dyad n   Dyad n   t df Sig (2-tailed) 
Depressed Parents  Non-Depressed Parent      
 Mother Daughter 33  Mother Daughter 56  1.31 86 .24 
 Father Daughter 18  Father Daughter 57  3.24 72 .00 
 Mother Son 28  Mother Son 46  1.24 72 .22 
 Father Son 12  Father Son 50  2.31 60 .02 
Non-Depressed Parent          
 Mother Daughter 34  Mother Daughter 56  1.35 87 .21 
 Father Daughter 55  Father Daughter 57    .66 109 .51 
 Mother Son 32  Mother Son 46    .27 76 .80 
  Father Son 50   Father Son 50     .60 98 .55 
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Discussion 
 
This study aimed to investigate the effects of parental depression on adolescent 
internalising problems, and explore the influencing role of gender and how it may vary as a 
function of parental illness or depression. Results showed that parental depression had a 
significant effect on adolescent internalising scores in the target families. The study 
investigated gender matching from a family dyadic, and intergenerational transmission of 
symptomology perspective, with the underlying assumption that being the same gender as the 
mentally or physically ill parent would have a more substantial influence on adolescent 
internalising. However, the findings did not support this, with the highest overall internalising 
scores seen in daughters of depressed fathers. Given the traditional support for the importance 
of depression in mothers and the expanding body of research into the role of depression in 
fathers in adolescent outcomes, it is not yet understood whether outcomes differ based on the 
gender of the depressed parent. The present study sought to address this issue by examining 
adolescents with depressed mothers, depressed fathers, and no depressed parents separately. 
One of the findings of this study was that adolescents with a depressed parent showed 
significantly higher internalising scores than those with no depressed parents in the target 
families and overall population. These findings are supported by robust observations in a 
multitude of studies conducted in recent years, stating that adolescents of depressed parents are 
more likely to show increased issues of emotional internalisation (Kelley et al., 2017; Schleider 
& Weisz, 2017; Gjerde et al., 2017; Morley et al., 2016; Sanger et al., 2015; Sieh et al., 2010). 
Adolescents in the target families showing higher levels of internalising over those in the intact 
families supports previous claims by researchers insisting that parental illness can lead to 
emotional difficulties and increased internalising problems in adolescents (Tully & Donohue, 
2017; Morley et al., 2016; Paus, Keshavan, & Giedd, 2008). Higher parental depression being 
related to higher internalising problems also support the findings of Bouma et al. (2008) in a 
study of parental depression and stressful life events, stating that adolescents with depressed 
parents are more likely to suffer from issues of internalisation in reaction to a stressful life 
event (e.g. parental diagnosis with a CMC), with accumulative internalisation for severity and 
duration. 
However, in examining the intact families, internalising scores of adolescents with a 
depressed parent were not significantly higher than adolescents with no depressed parents. 
While one explanation may be the low number of depressed parents in the intact families (n = 
11) another potential explanation for this may be that parental depression in the target families 
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may be linked to the parental illness (whether their own illness or that of their spouse), and 
may have had a more recent onset, rather than being a lifetime occurrence (Farr, 2013). 
Depressed parents in the intact families are suffering from depressive disorders that are not 
associated with a recent diagnosis with a CMC. Hammen, Brennan, and Shih (2004) propose 
that often when a child grows up with a parent with remittent depression, this is seen as a norm 
for them, and while this may still result in confusion and feelings of guilt, they are more capable 
of coping with the low mood of their parent than those whose parents develop depression later 
in their lives. However, in the target families, it is likely that parental depression is a more 
recent occurrence associated with illness, which Hammen, Brennan and Shih (2004) explain to 
be much more confusing and can result in much higher levels of internalising than adolescents 
of parents with a lifetime history of depression. The transition from having a healthy, non-
depressed parent to that of having a chronically ill, depressed parent can result in the loss of a 
parental figure, which can be extremely distressing, resulting in feelings of, what Mechling 
(2016) describes as “we used to be so close, but now we’re not”. 
While this study emphasised the importance of the gender of both the depressed parent 
and the adolescent in question, no significant differences were found in comparing the same-
sex and opposite-sex dyads in either family type. While this contradicts the findings in previous 
studies (Stratton, 2007; Herr, 2007), Cassil (2013) states that it remains unclear whether 
adolescent outcomes differ based on the gender of the depressed parent. This lack of 
homogeneity in the same sex dyads may also be explained by the differences of emotional 
expression in adolescent males and females, and parent’s ability to recognise and empathise. 
In a study of same-sex parenthood, it was noted that parents can often recognise emotional 
turmoil more easily in adolescents of the opposite gender than themselves (Chaplin & Aldao, 
2013; Golombok and Tasker, 1996). The present study also held the assumption that higher 
internalising scores would be seen in adolescents of the same gender as the chronically ill 
parent, however, once again the same-sex dyads did not show significantly higher scores than 
the opposite-sex dyads. This finding may support the more holistic family approaches that state 
when a parent is chronically ill it disrupts the entire family system, regardless of individual 
gender (Davila, Stroud, & Starr, 2009). It also provides further support for research that does 
not focus solely on the maternal illness (whether mental or physical) but claims that in 
comparisons of both maternal and paternal illness, the relative impact on adolescent 
psychopathy and parent-child dyad is meaningful for both mothers and fathers (Wilson & 
Durbin, 2010; Ramchandani et al., 2008; Connell & Goodman, 2002). 
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In the present study, females consistently showed higher internalising scores than 
males, regardless of parental depression (and, by extension, the gender of the depressed parent). 
Cassil (2013) noted that gender differences in internalising become most prominent after the 
age of 12-13 and that by the peak of adolescence, depression is seen almost twice as often in 
females than in males. The exact explanation for this disparity is unclear, however, many 
associate this with biological contributors such as hormonal differences in females (Cassil, 
2013). In terms of a psychological explanation, Hilt (2009) in a study of female rumination, 
explained increased internalising in women as the result of female’s tendency to form strong 
emotional bonds to others, and feel highly affected and invested in the lives of others to the 
point of excessive concern, combined with a tendency to depend on others for their own self-
worth. Daughters of depressed fathers were found to have significantly higher internalising 
scores than daughters of non-depressed fathers in both target and intact families. Demidenko, 
Manion, and Lee (2015) reported that female adolescents diagnosed with depression were more 
likely to have a father with depressive symptoms or diagnosed psychopathology than non-
depressed females. Depressed females also reported lower levels of perceived paternal 
emotional availability and warmth and higher perceived paternal rejection, while fathers of 
depressed daughters reported worse communication than those of non-depressed daughters, 
offering further possible explanation for the results of the present study (Demidenko, Manion, 
& Lee, 2015).  
Ramchandani et al. (2008) noted that depression in fathers was a strong predictor of 
internalising problems in adolescents and had a particular negative impact on the adolescent’s 
social interaction abilities, which was postulated to be the result of the disruption in the paternal 
role. In a meta-analysis by Wilson and Durbin (2010) it was observed that depressed fathers 
show severely decreased positive emotions, affection, receptiveness and sensitivity combined 
with increased negativity, hostility and disengagement with offspring. This disruption to the 
paternal role may contribute to the increased internalising scores seen in the adolescents of 
depressed fathers, however, it is evident that further research into the mechanisms responsible 
for intergenerational transmission of internalising issues is needed, particularly with regards to 
the paternal role.  
While adolescents with depressed fathers showed higher internalising scores than those 
with non-depressed parents in both family types, the same did not hold true for the adolescents 
with depressed mothers. Adolescents with depressed mothers did not show significantly higher 
internalising than any of their dyadic counterparts when examined in the context of each 
individual family type or the population as a whole. These findings may compliment the 
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previous cautionary assertions made by Downey and Coyne (1990) emphasising the 
overstatement of the link of maternal depression in predicting adolescent outcomes due to the 
myriad of peripheral contributing influences. Wilson and Durbin (2010) also put forth that the 
effect of parental depression is much more prominent in disrupting parental behaviours in 
fathers rather than mothers, indicating that although mothers may be suffering from depression, 
that it does not inhibit their maternal role as much as it does in a paternal context. This further 
supports the notion of examining adolescent outcomes from a broader family perspective 
(Lamb, 2004). However, further investigation is needed as this apparent lack of maternal 
influence directly contradicts the plethora of modern research indicating the significant impact 
of the maternal role (Fjermestad et al., 2017; Milan et al., 2017; Haltigan et al., 2017; Mellick, 
Sharp, & Wilkinson, 2017). 
The present study also had its limitations, the primary being the low number of 
depressed parents in the intact families, and low number of depressed fathers in general to 
make accurate comparisons and generate results generalizable to a broader population. The 
present study also did not account for the distinct influence of the different parental illnesses, 
which may have significant influences on adolescent internalising and outcomes. The present 
study encompassed a wide variety of parental CMCs, from type 1 diabetes to traumatic brain 
injury, all of which y significantly differ in hindering the parental role, presence and 
attentiveness while also effecting the child’s role in the household (Pakenham, & Cox, 2014; 
Lezak, 1988). The present study also examined a wide age range for adolescents (10-20 years), 
a significant developmental bracket with great variety for either end of the assortment, future 
studies should seek to identify individual differences in smaller developmental brackets for 
more accurate results. The study is also based solely on self-report for both the adolescents 
(Youth Self-Report; Achenbach, 1991) and parents (Beck Depression Inventory; Beck et 
al.,1961), which may be subject to bias in answering or subject desire to be seen positively 
(Goodman, Meltzer, & Bailey, 1998). Future studies should test a larger sample, with a higher 
number of depressed parents, and also seek to encompass a more comprehensive family view, 
taking perspectives from both sides of each distinct parent-child dyadic relationship, with 
added consideration for each adolescent’s broader social environments.  
In conclusion, while it is not possible to eradicate parental depression or illness, the 
implications of this study suggest that it should not be viewed as an individual illness but rather 
one that impacts the entire family. Further investigations into the specific mechanisms of 
intergenerational transmission of internalising problems are needed to provide a more 
comprehensive understanding, so that modern innovative approaches to parental mental and 
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physical illness would seek to recognise adolescents with chronically ill or depressed parents 
as vulnerable, and incorporate their needs into a holistic family treatment approach (Morley at 
al., 2016; Morley & Jenkinson, 2012). Interventions should be put in place to help children and 
adolescents of chronically ill or depressed parents transition into adulthood in a healthy, 
independent and sufficient manner. The present findings also provide further evidence that 
impact of parental depression on adolescent outcomes is not limited to maternal depression, 
but that paternal depression also has a significant influence on adolescent psychopathology. 
This also addresses many weaknesses in the current literature and similarly to the conclusions 
on Wilson and Durbin (2010), indicates a need for an update in theories of environmental 
mechanisms responsible for intergenerational transmission of internalising issues, which 
currently focus predominantly on the mother. 
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